To determine the sensitivity and specificity of the 50-g 1-h glucose screening test (G S T ) for hyperglycemia established in a homemonitored glucose profile (H G P ) from blood sampled 1 h after each of the main meals on the following day, we prospectively studied 415 pregnant women at increased risk for gestational diabetes and compared 1 G S T with 1 H G P . At the commonly recom mended G S T threshold of 7.8 mmol/1 and an H G P threshold of 7.0 mmol/1, the sensitivity of the G S T was 27% , the specificity 89% , and the likelihood ratio for a positive test 2.4. Therefore, we conclude that the 50-g 1-h glucose screening test discriminates poorly between pregnant women with and without postprandial hyperglycemia.
Introduction

Gestational diabetes mellitus ( G D M ) is defined as
carbohydrate intolerance recognized during pregnancy [1] . T h e diagnosis o f G D M is generally based on an abnormal oral glucose tolerance test ( O G T T ) [2] . T h e whole blood glucose level determined 1 h after a 50-g oral glucose load ( G S T ) is widely used to detect carbo hydrate intolerance [1] a nd is considered the best screen ing test for gestational diabetes mellitus in pregnant w o m e n [2] .
Causal treatment o f carbohydrate intolerance in preg nancy
is not yet possible. T h e aim of therapeutic efforts is to avoid hyperglycemia, which is associated with fetal morbidity. F o r that reason, it seems logical to screen and monitor blood glucose levels in pregnant w o m e n during nutrition based on their preferences, rather than to determine carbohydrate intolerance defined by an a b normal reaction to a glucose load.
In an attempt to determine the extent to which the 5 0 g 1-h glucose screening test can be used as a screening * Corresponding author.
test for the occurrence of hyperglycemia in a homemonitored glucose profile ( H G P ) on a normal diet, w e compared the results of the G S T a nd the H G P . 
Subjects and methods
Results
T h e gestational age at the time o f testing ranged from 2 0 to 35 weeks, with a m edian o f 2 4 weeks. Thirty-seven ( 9 % ) o f the 4 15 w o m e n had a glucose value that exceed ed 7.0 mmol/1 in the H G P . A t the generally recom m end ed G S T threshold of 7.8 mmol/1 [2] a nd an H G P threshold of 7.0 mmol/1, both the G S T a n d the H G P did not exceed the threshold in 336 w o m e n , both were above the threshold in 10 w o m e n , a nd in 69 w o m e n the results of one o f the tests were above the threshold value. A t these thresholds, the sensitivity o f the G S T was 2 7 % , the specificity 8 9 % , the likelihood ratio for a positive test 2.4 and that for a negative test 0.8. Although the G S T cor relates significantly with the H G P (P < 0.05), Fig. 1 shows that the correlation is poor (r -0.37). 
Discussion
It is assumed that hyperglycemia during pregnancy is harmful to the fetus a nd new born, because it increases the incidence o f macrosomia, birth trauma, hyper bilirubinemia, hypocalcemia a nd polycythemia [2] .
Therefore, considerable effort is put into the detection and treatment o f G D M .
Gestational diabetes mellitus is defined as carbohydr ate intolerance with onset or recognition during preg nancy [1] . T h e diagnosis is usually based on an predictor o f hyperglycemia in the pregnant population at large, a n d is far from optimal in a group o f w o m e n at high risk for gestational diabetes. B y increasing the threshold, the sensitivity decreases a nd the specificity in creases, the probability of a positive test increases, and that o f a negative test decreases. A s illustrated by Fig.   2 , it is impossible to identify a G S T threshold that will provide a clinically meaningful discrimination between w o m e n with a n d without hyperglycemia.
A s show n in Fig. 3, the Until the data of such a study are k n o w n , w e can either continue to fool ourselves, give dietary advice to all pregnant w o m e n without further testing, or abstain from testing as well as from dietary prescriptions.
